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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED

CATEGORICALLY NEEDY

12.a. Prescribed drugs, dentures, and prosthetic devices, and eyeglasses prescribed by a physician
skilled in diseases of the eye or by an optometrist.

Prescription Drugs

Payment will be made from Title XIX funds to pharmacists with whom the Agency has a contract
on behalf of categorically needy recipients up to a maximum of three prescriptions (new or refili)
per month per eligible recipient. Exceptions: Prescription drugs under EPSDT, birth control
drugs, antineoplastics, chemotherapeutic agents for the treatment of opportunistic infections for
persons diagnosed with acquired immune deficiency syndrome (AIDS), certain prescriptions
which require frequent laboratory monitoring, and hemophilia drugs are not limited to the three
(3) prescriptions per month. Prescription quantities are limited to a 34 day supply or 100 dosage
units, whichever is greater. Some prescription drugs may require prior authorization as
determined by the Drug Utilization Review Board (DUR). Only legend drugs whose
manufacturers have a rebate agreement with HCFA are covered.

Tiered Drug List
The DUR Board will determine medical necessity for drugs covered under the Oklahoma tiered
drug list and establish criteria for any prior authorization process. A preferred product, tiered
drug list, is utilized for certain categories of drugs. Drugs included in tier one are available
without additional documentation. A prior authorization process is available for drugs not
included in tier one.

The prior authorization process provides for a turn-around response by either telephone or other
telecommunications device within 24 hours of receipt of a prior authorization request. In
emergency situations, providers may dispense at least a 72 hour supply of medication.

Supplemental Druq Rebate Pursuant to Section 1927 of the Act, the State has the following policies
for Medicaid supplemental rebates:

g
i

3 Ajmodel agreement between the State and a drug manufacturer for drugs provided to
< the Medicaid population, submitted fo CMS on January 2, 2004 and entitied “State of
N lahoma, Oklahoma Health Care Authority Supplemental Rebate Agreement” has
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J Lo ! }en authorized by CMS.
i
H
oy V‘;%!f pplemental rebates received by the State in excess of those required under the
AN Q; m ational rebate agreement will be shared with CMS on the same percentage basis as
g s Q ‘s Qapphed under the national rebate agreement.
NN
_8 | f igrugs of manufacturers who do not participate in the supplemental rebate program will
‘, S; 3; O~ Qitill be available to Medicaid recipients.
iR I
O ’ sl?roducts for which a signed Medicaid State Supplemental Rebate Agreement is on file
oy i ¢ “‘*will have preferred status. This status may be reflected in the Product's placement in
SR " Tier One of the Tiered Drug List, inclusion on a Preferred Drug List, or by removing a
f: 5}; q épnor authorization requirement from the product.
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED
CATEGORICALLY NEEDY

12.a. Prescription drugs (continued)

The following legend drugs are excluded from coverage:
Anorexia_or Weight Gain Medications: Medications used for anorexia or weight gain
wil not be a covered drug benefit. Exceptions: Methylphenidate and
Dextroamphetamine shall be covered drug benefits for Medicaid covered children when
prescribed for hyperactivity and narcolepsy. A prior authorization is required for adults.
Methamphetamine and Methamphetamine/Dextroamphetamine  require  prior
authorization for both children and adults.

Fertility Medications: Medications used to promote fertility will not be a covered drug
benefit.

Cosmetic or Hair Growth Medications: Medications used to promote hair growth for
cosmetic purposes will not be a covered drug benefit.

Cough and Cold Medications: Medications used for the symptomatic relief of coughs
and colds will not be a covered drug benefit. Exception: Prior authorization shall be
required for non-sedating antihistamines.

Prescription Vitamins and Minerals Products: Legend vitamin medications will not be a
covered drug benefit. Exception: Vitamin medications containing fluoride for children
and prenatal vitamins shall be a covered drug benefit.

Obesity Medications: Medications with primary usage for the treatment of obesity, stuch
as appetite suppressants, will not be a covered drug benefit.

Less-than-effective Medications: Medications determined by the FDA to be less-than-
effective are not covered.

Experimental Medications: Medications that are experimental or whose side effects
make usage controversial are not covered.

Legend Medications Requiring Associated Tests: Legend medications requiring
associated tests and/or monitoring will be a covered drug benefit only after obtaining
prior authorization. A prior authorization process will also be used to authorize
coverage of selected non-covered medications for individuals with specific diseases.

Non-Legend Medications: Non-legend medications will not be a covered drug benefit.
Exception; Insulin preparations and over the counter contraceptive products shall be a
covered drug benefit.
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